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My clinical background is:
a) GP
b) GP Trainee
c) Primary care AHP
d) Paediatric trainee
e) Paediatrician
f) Other



- .
I am confident at seeing and assessing febrile children in Primary 
care:
a) Agree- very happy
b) Happy, but if my colleague (who likes Paeds is in), I prefer them to 
see
c) I don’t mind either way
d) I’m not that keen on seeing paediatric patients
e) I try to avoid at all costs



- .
To date, my paediatric experience has mainly been from: 

a) Paediatric placement during my GP training and then continued exposure 
in Primary Care
b) I didn’t have a Paeds placement, but have just developed this through 
exposure and experience in GP land
c) Some previous Secondary care experience ( e.g. ED, locum Paeds,) prior to 
becoming a GP 
d) I have limited Paediatric experience ( < ~20 independent paed consults)
e) I have no experience of independent paediatric consults as yet



- .
The COVID-19 pandemic has negatively impacted on my exposure to 
assessing febrile children:

a) Agree- I’ve seen a lot less cases in the last two years
b) There has been a decrease, but not significant to impact
c) Its much the same- there has been no considerable change!
d) Disagree- I see just as many, if not more
e) Totally disagree- I’ve actually seen a lot more in this period



- .

Fever… AMS resources

Common acute infections Recurrent infections

Resources for When to look harder? 
Diagnostic Stewardship Lymphadenopathy

A primary care approach…
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The febrile child…

Assessment of 
the child- well or 
unwell ?

Sepsis?

Infectious or 
non-infectious?

Acute, prolonged, 
recurrent or chronic? 

Viral illness 

? Secondary 
Bacterial infection

(Serious) Bacterial Infection

Where’s the 
source?
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Fever- fact or fiction… 

Case 1- Robbie is a 3yr old boy brought into GP in with his mother, 
with a 48hr history of fever. His mum is particularly concerned 
because his fever was up to 39.8°C, didn’t come down with 
paracetamol and she describes an episode which sounds like a 
rigor. 
On examination, he has a temperature of 38.6°C, HR 90, RR 30, C & 
P CRT<2. He has a runny nose and bright red tonsils, and looks 
otherwise well. You suspect a viral tonsillitis/URTI and plan to 
discharge with advice and safety netting. 
But you wonder about the temp and the possible rigor….



- .
Fever- fact or fiction… 

1. Height of temperature is a good predictor of serious infection.
a) True
b) False

2. Parental report of fever should be considered valid and acknowledged by HCPs.
a) True
b) False

3. Presence of rigors heighten your suspicion of serious infection.
a) True
b) False
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Fever- fact or fiction… 

A 6 week old girl has been brought in by 
her father. He reports the child seemed off 
form so she took her temperature and it 
was 38.3oC. Pregnancy and birth was 
unremarkable and there have been no 
concerns since her birth. The child is 
feeding well . Her older brother (4 yo) has a 
cold at home. 
Observations HR 120, Sats 97 RA, RR 42, T 
38.4, P & C CRT<2 . The history and 
examination are unremarkable. Your initial 
assessment has not provided you with an 
obvious source for the infection.



- .

The most appropriate action would be:

a) Obtain clean catch urine and if positive refer for 2o care assessment
b) Safety net parent, and allow home with PRN antipyretic
c) Prescribe PO Amoxicillin for possible URTI
d) Refer for Secondary care assessment
e) Give IM Abx and call Ambulance
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re-assessed
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What am I missing? The child with fever but 
no immediately obvious cause

You have just seen Jimmy, a 1 year old child with a fever (T max 39) 
that started three days ago. They have no cough or runny nose.
He appears well. 
HR 120. RR 40, Chest is clear, no WOB, heart sounds are normal and 
abdomen is soft. Soft AF, Tympanic membranes are not inflamed and 
Throat NAD.
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How likely is significant or dangerous 
infection in a child?

At Risk Groups, CYP with:
- Neurodisability
- Immunodeficiency
- Chronic Illness
- Ex-prematurity
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The less common causes of fever in a child? 

FII

PIMS-TS
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Next the sepsis question…
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Is this LRTI 
viral or 

bacterial? 

Is this a 
child that 

will benefit 
from Abx ? 
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Back to Jimmy…
So if Jimmy looks well and behaves in a way that effectively rules out 
sepsis and meningitis, his fever without clear focus means that we 
should look just a bit harder.
A urine sample (clean catch) should be taken to exclude UTI;
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Should I refer this child or send home with 
safety netting?



Paediatric Pathways- BSAC

https://bsac.org.uk/paediatricpathways/
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Approach to child with recurrent infections…

Ali, aged 2 years, with normal growth, presents with a history of four 
viral colds and two otitis media since he started to attend day care 6 
months ago. His parents are concerned that his immune system is 
weak.



- .

Other factors influencing the number of URTI’s :
-Type of childcare, 
-Parental smoking,
-Number of siblings
-Comorbidities e.g. Asthma 

What’s ‘normal’ ? 

Typical common respiratory infections per year 

Infancy (0-2 yo) Up to 12 per year (95th centile) 

Pre-school 8 episodes

School age 4 per year

The infant with frequent infections. Bryant P, South M.  Arch Dis Child Educ
Pract Ed 2014;99: 8-12
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Headlines

Normal growth & development

Respond quickly to appropriate 
treatment

Recover completely

Appear healthy in between infections

Healthy kids do not usually have 
more than 1 episode of 
pneumonia (req IV Abx) in first 
few years of life

But children get sick, a lot! 

When exceeding these limits, obliged to think harder…



Consider the site…
ENT- Recurrent suppurative
OM, Recurrent Viral URTI, 
Otitis Externa

DDx- Foreign body, 
cholesteatoma – ENT 
input

Skin- MSSA, MRSA, ? 
Eczema – optimise mx

DDx- Infancy & severe-
refer Paeds Derm +/-
Paed Med->ID

UTI- Dx?, Optimise hydration, toilet 
hygiene, proactive constipation Mx
(see eric.org.uk) 

DDx- Anatomical abnormalities, 
Functional abnormalities (e.g. VUR), 
Elimination disorders

Resp- ?Chronic wet cough -
?Reactive airways 

DDx- Sequential Viral URTI, 
Rhinosunisitis, PBB, Foreign body, 
CSLD- refer Paeds Med ->Resp
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When to think….could there be something 
underlying?



- .
Think SPURR

Severe (e.g. Prolonged hospital, PICU, IV Abx)

Persistent

Unusual ( uncommon organism, unusual site e.g. 
deep or sterile site )

Recurrent

Running in the family
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Examination

Growth- Faltering?
Skin- Rash, Eczema,
Organomegaly
Diarrhoea
Dysmorphism
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Investigation

Most children need no investigations at all. 

If in doubt, pick up phone or send a referral 

If there are any red flags, then the most basic level of investigations should 
include:

- A Full Blood Count (esp see lymphocyte count)
- Immunoglobulin (IgG, IgM, IgA) levels.

Immunodeficiency: How sick is too sick? – PaediatricFOAM

https://www.paediatricfoam.com/2020/09/immunodeficiency/


What is Antimicrobial stewardship (AMS)?

The 5 ‘Ds’:
Diagnosis
Drug selection
Dosage
De-escalation
Duration

Amoxicillin
Cefalexin
Doxycycline
Flucloxacillin
Metronidazole
Penicillin V
Trimethoprim
NItrofurantoin

Azithromycin
Co-amoxiclav
Clindamycin
Ciprofloxacin
Clarithromycin
Meropenem

Aztreonam
Colistin
Linezolid



Why do we care about AMS?

Global comparative 
deaths

https://amr-review.org/infographics.html

https://amr-review.org/infographics.html


Local situation…
Compared to the rest of UK, Ireland and EU, 
NI’s Abx prescribing rates (total Adult & Paediatric 1o & 2o care)  are: 

a) ~ 40% less 
b) ~ 20% less 
c) Much the same
d) ~20% more
e) ~ 40% more 



Europe Prescribing: 
EU Community Antibiotic Consumption

• DDD per 1000 inhabitants per day (2016)

© ECDC

www.rcgp.org.uk/TARGETantibiotics

Northern 
Ireland
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Paediatric AMS…beyond Children’s Hospitals

Skin
Infections

Antibiotic 
Resistance in 
Primary 
Care

Managing
Acute
Respiratory
Tract 
Infections
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Just a 
viral 

infection 



- .Approach to a child with lymphadenopathy

History, Examination & 
Focused(!) Investigations as 
ever the key to success…

www.paediatricfoam.com

http://www.paediatricfoam.com/
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It’s all in the History… well mostly!

Lymphadenopathy in children. Refer or reassure? King D, Ramachandra J, 
Yeomanson D. Arch Dis Child Educ Pract Ed 2014;99:



- . Lymphadenopathy is common! 

For most CYP, it is usually 2o viral or bacterial infection that 
will either resolve on its own or with some antibiotics.

It can be a sign of something more worrying going on – this 
is why it is so crucial to make sure we don’t miss a potential 
problem which needs more intensive investigation and 
treatment.
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Final thoughts…

- Approach to fever in children
- Common Paediatric infections & resources
- Recurrent infections & pattern recognition
- AMS- think AWaRe & TARGET
- Lymph nodes- regional vs generalised and red flags



- .



- .Further reading (open-access) 
Shields, M.D., Thavagnanam, S. The difficult coughing child: prolonged acute 
cough in children. Cough 9, 11 (2013). https://doi.org/10.1186/1745-9974-9-
11

Roland D, Snelson E. ‘So why didn’t you think this baby was ill?’ Decision-
making in acute Paediatrics. Archives of Disease in Childhood - Education 
and Practice 2019;104:43-48.

https://www.rcpch.ac.uk/sites/default/files/2020-05/COVID-19-Paediatric-
multisystem-%20inflammatory%20syndrome-20200501.pdf

@SimEdRBHSC

https://doi.org/10.1186/1745-9974-9-11
https://www.rcpch.ac.uk/sites/default/files/2020-05/COVID-19-Paediatric-


- .Thanks… 
Next up- Fits, Faints & Funny Turns- Dr Clare Loughran Thurs 7th April 

Further Autumn mini-series (Sept-Nov ‘22) – 3 topics from
Wheeze- VIW, Asthma
Behavioural difficulties
Itchy, Sneezy, Wheezy- Paediatric Allergy
Red flag issues for Paediatric Cancers
GI problems- Abdominal Pain & Constipation

Regional Integrated 1o/2o care Conference- GP, Paeds, AHPs Education meeting- ?Spring ‘23

@SimEdRBHSC
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Q & A

Neil Dawson – Paediatric ID/ pOPAT Pharmacist, RBHSC

Dr Anthony Mc Carthy- Paedatric Oncologist, RBHSC

Dr Lynne Speirs- Paediatric ID Consultant, RBHSC


